supposition that she sits at her work (connected with the making of advertisement cards, etc.) in a slight draught.
The swellings commenced in the autumn of 1926,1 with itching (as in the earlv stage of ordinary chilblains) and afterwards pain; they feel cold to the touch, whereas the swellings in erythema induratum (" Bazin's disease ") feel hot to the touch. She never previously had anything similar, though she had been rather subject to ordinary chilblains of the toes and fingers. Her hands tend to be cold and moist, though she has never had any typical IacEocyanosis," nor Raynaud's symptoms. At present her fingers have been chilblainy since the end of December, 1927 . In other respects she has enjoyed good health. Menstruation commenced at IOi (after an attack of scarlet fever) and has been fairly regular and of moderate amount since then. Her thyroid gland appears to be of normal size. She wears thin woollen stockings, and is careful to avoid traumatism, and never warms her legs at the fire. Wassermann reaction: negative. Pirquet's cuti-reaction for tuberculosis: weakly positive, as it usually is in adults. Nothing abnormal by examination of the thoracic, abdominal and pelvic organs, nor by examination of the eyes, blood and urine. Brachial bloodpressure: systolic, 135 mm. Hg; diastolic, 85 mm. Hg. Thyroid treatment and intravenous injections of calcium lactate may have temporarily benefited her. The avoidance of sweets, etc., helped her to lose previous excess of fat. Artificial light (ultra-violet) baths make her feel generally better, she thinks. Complete rest in bed has, of course, a very good effect on the local condition of her legs.
The somewhat asymmetrical distribution of the erytbrocyanosis in the present case is noteworthy, and, as above stated, I can only suggest that it is possibly due to a slight draught along the floor, from one side, when she is at her work. But I have met with one case in a girl (E. K.), aged 19, in which the condition was unilateral and was limited to the right leg, presumably because the right leg was a locus minoris resistentia, being smaller than the left leg, probably on account of an attack of infantile/paralysis in early life.
Dr. G. M. SLOT said that in this disease there was usually some sexual disorder, or else the blood calcium was low, i.e., 6i, or perhaps 8, instead of the normal 10 or 12. It seemed necessary to activate the calcium, therefore in his cases parathyroid had been given by the mouth in association with calcium intravenously. In two cases, still under treatment, the aedema, which had long been present, had been much reduced. impairment of percussion note at right apex, and definite dullness at the angle of the right scapula posteriorly, and at the left base. Bronchial breathing at right apex and at right scapular angle. RAies at both apices and all over right lung posteriorly.
Pleural friction at left apex. Urine contained albumin. X-ray examination showed a large pericardial effusion and tuberculous infiltration of both lungs, mainly affecting the right mid-lung field.
Blood-count, September 5, 1928: Red cells 3,420,000, htmoglobin 68 perlcent.; white cells 14,200: polymorphs 70 per cent., lymphocytes 28 per cent., ',large mononuclears 2 per cent. No sputum was ever obtained.
Pericardial effusion and tuberculous infiltration of the right lung.
(,ourse.-Remittent or intermittent fever continued for twelve weeks, the temperature rising to 1030 F. at night and falling several degrees by morning.
Tachyeardia persisted, rate 115-130. Blood-pressure fell progressively, being 65/40 mm. on August 13, 52/35 mm. on August 17. With improvement a rise of blood-pressure took place, and it was 105/60 mm. in November, 1927. Cardiac dullness increased slightly, especially upwards to the second rib, then gradually diminished. Pericardial friction was heard on several occasions. Signs in the lung diminished, though dullness, bronchial breathing, and rales persisted on the right side. On September 5 and 6, definite rigors occurred and paracentesis of the pericardium was attempted via the fifth right space at the costo-sternal junction. No fluid could be withdrawn through a medium sized needle, and a second attempt was also unsuccessful. No sputum was ever obtained and there was no cough. Slow improvement took place and fever subsided after three months except for occasional rises to 100-101i. On October 3, blood-count showed 6,500,000 red cells, hiemoglobin 80 per cent., white cells 15,000.
Skiagrams at intervals showed progressive absorption of pericardial effusion and diminution in size of the heart shadow. Orthodiagra.m, in December, 1927, showed the heart to be almost normal in size, though widening of the heart pedicle persisted. Horizontal diameter, 11 2 cm., mid-line to right border, 4*2 cm.; mid-line to left border, 7 cm. Longitudinal diameter, 14 cm. The patient left hospital in December, 1927, and now attends as an out-patient. There are signs of infiltration of the right lung, but the heart is practically normal on clinical examination.
Di8cussion.-Dr. F. PARKES WEBER thought the pericardial fluid was often gradually absorbed as the heart dilated. He thought that as a result of tuberculous pericarditis the pericardium often became adherent, greatly thickened, and sometimes ultimately calcified. In such cases the lower part of both lungs not rarely became adherent from tuberculous "polyserositis," and sometimes great perihepatitis (" Zuckergussleber ") and perisplenitis "Zuckergussmilz " developed. The patients might die at about 50 years of age with chronic ascites (which had required frequent paracentesis) and cardiac insufficiency.
Sir HERBERT WATERHOUSE (President) said that he had once seen a case in which he was asked to do paracentesis for tuberculous pericarditis, with marked effusion. Neither a medium-sized needle nor a larger -needle produced any fluid; he therefore incised the pericardium, and removed 30 oz. of -a glairy, ropy fluid. Its consistency explained its nonappearance when needles were used. He asked why there should be a high temperature with tuberculous peritonitis.
Dr. DOROTHY HARE said she had had one case in which, apparently, the onset of the tuberculous infection had been in the heart. There was a very large pericardial effusion, and on puncturing about 5 c.c. of fluid had come away. It was clear fluid and not thick. The culture grew tubercle bacilli.
Dr. BURRELL said he had seen the case to which Dr. Dorothy Hare referred; there had been fluid in both pleural cavities and in the abdominal cavity, and tubercle bacilli had been found in the fluid from all those sites. Sometimes when one used even a large needle, only a few drops of pus came out. But if one put another needle above, this let in some air, and thereafter the fluid came out quite freely. Seven months before admission the inner surfaee of the left nostril became swollen, ulcerated and painful during the course of a severe cold. The ulcer did not heal, but gradually spread to the cutaneous surface of the left ala nasi and the upper lip. The ulcer was painful and was associated with pain in the forehead. On admission, there was an extensive ulcer involving the.whole of the left ala, the inner surface of the left nostril, and the left half of the upper lip. It was surrounded by an inflamed area, and had a raised hard edge. No enlarged glands could be felt. A diagnosis of epithelioma was made and was confirmed by histological examination.
